(T1DM) and even precipitate a more severe presentation of DKA. It is also dangerous to fast a child with suspected diabetes insipidus. Reasons for GP referrals for FBTs were reviewed. Methods A retrospective audit was conducted in 2015, assessing all GP referrals to the paediatric outpatient department (POPD) for FBTs from April to December. Subsequently, the POPD staff advised parents that FBTs were not required when they booked their blood tests. A re-audit was undertaken in 2016 from April to December. Results 88 children were referred for FBTs in 2015, with a 42% reduction to 37 referrals in 2016. Ages ranged from 17 months to 16 years. Referrals were made from 36 GP surgeries (2015) and 26 GP surgeries (2016). In 2016, referrals were made from 31 different doctors. In each cycle, 1 patient had hypoglycaemia. The rest of the results were in the normal range (table 1) .
, 95% CI: 0.6 to 0.7), blood pressure (1.8 mmHg, 1.5-2.1), total cholesterol (0.05 mmol/mol, 0.03-0.06) and low density lipoprotein (LDL) (0.2 mmol/mol, 0.01-0.04) per year from diagnosis for the entire cohort. HbA1 c directly affected all variables other than albuminuria. Results from subgroup analysis in children over 12 years old were similar but not statistically significant. There was significant ethnic variation: Annual increments were greater for Bangladeshi children's cholesterol and LDL (0.38 mmol/mol, 0.1-0.6 and 0.32 mmol/mol, 0.09-0.55 respectively) and Somali children's BMI (1.6 kg/m 2 , 0.7-2.5) compared to White. Conclusions Levels of abnormalities were above regional and national averages in children of all ages. Somali and Bangladeshi children had less favourable profiles, which supports findings of increased cardiovascular risk in these ethnicities. Commencing screening in younger children and introducing tailored interventions for ethnic minorities with T1D may help reduce cardiovascular events in adulthood. Aim Disorders of sexual differentiation (DSD) are a heterogeneous group of genetic disorders with a mismatch of chromosomal, gonadal and phenotypic sex. The John Radcliffe Hospital is one of the largest and few DSD centres in the country, providing a highly specialised multi-disciplinary team service. The aims were to analyse the patient cohort with DSD under the care of the hospital, including their diagnoses, medical and surgical interventions and ascertain the strengths of the DSD service provided, and how the service can be improved to meet UK guidance on a DSD clinic. Methods A retrospective review was conducted from 2012-2016 to identify the diagnoses and medical and surgical interventions of the DSD patients. The DSD clinic service was compared with UK guidance. Results 46 patients were identified with 28 males, 18 females and 91% of patients having attended the DSD MDT clinic at least once. The average age of patients was 7.5 years. The number of patients with a genetic diagnosis was 96% and of those with a confirmed diagnosis, the most common diagnoses were partial androgen insensitivity syndrome (27%) and congenital adrenal hyperplasia (25%). The majority of patients were diagnosed by ambiguous genitalia-85%. Endocrinological problems were identified in 43% of patients, requiring input in the form of hormone replacement. Surgical intervention was required in 89% of patients, with hypospadias repair being the most common procedure. Currently, the DSD clinic involves input from surgery/urology, endocrinology and psychiatry, in order to devise a clinical management plan, as per UK guidance. Further areas for improvement include an endocrinologist to act as 'clinical lead' for newborns, improved links to adult services and an annual MDT meeting to review and discuss the patients and review the DSD clinic performance. Conclusions The DSD MDT clinic meets many of the UK requirements. Importantly, an MDT clinic allows families to retrieve all results in one day with liaison between specialties for holistic care, and minimises time taken off work and school thus improving attendance, whilst forming a support group in the waiting room. Therefore, despite being a costly service, it is certainly worth continuing. Aims To evaluate current practice with regards screening for coeliac disease (CD) in children and young people with type 1 diabetes (T1D) within our Trust and to compare it with the other 6 hospitals within in the region. This also includes ongoing surveillance practice for CD at subsequent follow-ups until the young person is transitioned into adult services. To compare our practice with national and international guidelines. 1, 2, 3, 4, 5 To undertake cost analysis for various screening strategies. Methods A complete list of all known T1D children and young persons within our Trust in 2017 was obtained. The upper age limit was restricted to 18 years. A pre-designed proforma was used to record demographic information including sex, current age, age at diagnosis and current coeliac status. We also recorded how often and what method was used to undertake coeliac surveillance. This was compared with national and international recommendations for CD in highrisk groups. Simultaneously we sent out a questionnaire to all other children and young people's services in the region regarding their screening and surveillance practices for CD in T1D children and young people. The results obtained were compared with our practice. We undertook economic evaluation for various screening strategies
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